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Abstract
Background: Globally, there is a progressive rise in the burden of  non-communicable diseases (NCDs). This paper examined 
the health and social concerns of  parents/caregivers on in-patient care for children with NCDs in Ghana.
Methods: This was a cross-sectional study in three large health facilities in Ghana (the largest in the South, the largest in the 
North and the largest in the Eastern part of  Ghana. Data was collected with a structured questionnaire among 225 caregivers 
(≥18 years) of  149 children with NCDs in health facilities in the three regions. Data was analyzed with simple descriptive sta-
tistics.  
Results: Most caregivers 169(75.0%) were women, relatively young (median age 35years), mostly married and resided in urban 
areas. Sickle cell disease was the commonest NCD among the children. All 169(75.0%) caregivers believed children suffer NCDs 
because of  sins of  parents/ancestors, 29(12.9%) believed herbalists/spiritualists have insights into treating NCDs and 73(32.6%) 
have previously used herbs/traditional medicine for child's illness. NCD in children was a burden and caused financial difficul-
ties for families. Most caregivers (>96.0%) indicated NCDs in children should be included in national health insurance benefits 
package and  a comprehensive national NCD policy is needed.  
Conclusion: Absence of  national NCD policy for children is a major challenge. The burden of  care rests mainly on the parents/
caregivers.  A national strategic intervention on the importance of  awareness generation on the causes, risk factors, prevention 
and treatment of  NCDs for families and communities is essential. Government support through national health and social policy 
initiatives are essential.
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Background
Globally, there is a progressive rise in the burden of  non-
communicable diseases (NCDs) attributable to factors 
including high risk lifestyles of  populations associated 
with modernization, changes in nutrition, and less activ-
ity among children1-4. There is an increasing burden of  
NCDs in developing countries, among the lower socio-
economic population groups and the less-educated5,6, and 
this warrants that NCDs need policy attention.
Developing countries continue to bear a high burden of  
morbidity and mortality from infectious disease while 
non-communicable diseases are increasing in preva-
lence1,3. In Ghana, global disease burden estimates by the 
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World Health Organization indicates NCDs and injuries 
account for 46% of  the causes of  morbidity and 40% of  
the causes of  mortality7.
NCDs have been observed among children in the de-
veloping countries.  In Ghana, childhood cancers have 
been on the increase8 and autopsy findings on mortali-
ties in adolescents from the Korle-Bu Teaching Hospital 
(the largest tertiary care health facility in Ghana) showed 
NCDs contribute 41% of  the deaths among adolescents9. 
The burden of  non-communicable diseases in children in 
Ghana could be described as a neglected epidemic which 
poses a challenge to health and social development10.
Unfortunately, though the population of  Ghana, like 
most other developing countries is predominantly 
young11, there has not been any clear health and social 
policy towards the control of  NCDs among the younger 
population. Generally, public health policy on NCDs has 
not received priority attention in health planning in Gha-
na, until a few years ago12. Also, the health care policy in 
Ghana prior to 2005, placed little emphasis on the control 
and prevention of  NCDs (for example diabetes), prob-
ably due to the notion that these NCDs were rare13,14.
Ministry of  Health has a child health policy for children 
under five years from 2007-2015,15 as well as the Ministry 
of  Health’s  National Policy for the Prevention and Con-
trol of  Chronic Non-Communicable Diseases in Ghana 
16. These policies however, do not highlight chronic dis-
ease in children as a burden which deserves national atten-
tion. The government of  Ghana, through the Ministry of  
Employment and Social Welfare has a policy on the aged 
that emphasizes comprehensive care for the older adults 
including NCDs17. There is however, no corresponding 
policy for NCDs in children. The Ministry of  Health, 
unveiled a policy document ‘Creating Wealth Through 
Health’ in 2005 as a health paradigm shift emphasizing 
health promotion and prevention of  disease to garner a 
healthy national population18. The policy concept empha-
sizing regenerative health and nutrition19, has not focused 
on children, despite the increasing prevalence of  NCDs 
especially among adolescents.
Families of  children with NCDs may experience severe 
financial and social cost to the care of  these children. A 
recent publication in Ghana demonstrated that the na-
tional health insurance provides significant financial re-
lief  to parents/caregivers in the care of  their children 
with NCDs. However, parents/caregivers still face con-
siderable financial burden of  caring for their children 
with NCDs during hospitalization20. The financial and 
social burden of  most parents/caregivers are exacerbated 
by these out-of-pocket payments. In addition, financial 
support from relatives and friends for the health care of  
children with NCDs have been shown to be minimal20. 
The absence of  comprehensive coverage for NCDs in 
the general population and especially among children 
(e.g childhood cancers) by the national health insurance 
scheme in Ghana21 imposes huge financial burden on 
families in accessing health care for their chronically sick 
children.
 
The objectives of  this study were to examine the health 
and social concerns of  parents/caregivers on the care of  
children with NCDs in Ghana , and suggest suitable poli-
cy measures for preventing NCDs in the children.
Methods
This was a cross-sectional study that collected quantita-
tive data from caregivers (≥ 18 years) of  children with 
NCDs in three large health facilities in the South, North 
and Eastern parts of  Ghana. Field work for the entire 
research was conducted over a three-week period in Janu-
ary, 2013.
Site of  study
The study was conducted in the three major national 
hospitals; Korle-Bu Teaching Hospital, KBTH (the larg-
est tertiary hospital in Ghana, located in the Greater Ac-
cra region, in the south), the Komfo Anokye Teaching 
Hospital, KATH (the largest hospital in the middle and 
northern parts of  Ghana, located in the Ashanti region) 
and the Volta Regional Hospital, VRH (the largest hos-
pital in the Eastern parts of  Ghana, located in the Volta 
region). These foremost referral centres receive cases of  
NCDs from all over the country and were purposively 
selected to reflect the health and social factors relating to 
care.
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Sampling methods
Health facility interviews were conducted in these large 
health centres. A total enumeration of  all parent/care 
givers of  children on admission during the study period 
in the Child Health Department and Sickle Cell Disease 
Unit of  the hospitals were used. The field team in each 
hospital consisted of  two supervisors and 24 interview-
ers.  
Study population
The population for the survey were parents/caregivers (≥ 
18 years) of  children on admission with NCDs, in units 
or departments of  the three large hospitals during the 
survey period and those who consented to be part of  the 
study were recruited.  For this analysis, children were de-
fined as persons less than 18 years of  age and primary 
care givers were persons responsible for the direct care 
(bathing, feeding, and administering medication) of  the 
child with NCD. Overall, 225 care givers (of  149 children 
with NCDs) on admission in the three hospitals were in-
terviewed.
Data collection
An interviewer administered structured questionnaire 
was used for data collection. Data was collected on so-
cio-demographic characteristics of  caregivers. Views of  
parent/ care givers views on health and social domains 
regarding NCDs in children were assessed. In this analy-
sis four themes (each with sub-themes) were assessed; 
Health beliefs, effect on child and family, constraints in 
access to care and type of  health care. The sub-themes 
generally assessed knowledge, beliefs, care giving experi-
ences, and health seeking behaviours of  families of  chil-
dren with NCDs.  Data was also collected on concerns 
of  care givers on government support and social/ health 
policy on NCD among children. The three main themes 
for this assessment were; constraints to government sup-
port for health and social policy, Need of  a national NCD 
policy for children and improving NCD care in children
Data analysis
Descriptive statistics such as frequencies, proportions 
and ratios were used for outcome variables selected for 
analysis. Summary statistics including mean and median 
were used for measured variables.  All quantitative data 
was analyzed with Statistical Package for the Social Sci-
ences (SPSS) version21.
Ethical issues
Ethical approval was obtained from the Institutional Re-
view Board of  Noguchi Memorial Institute for Medical 
Research (NMIMR), College of  Health Sciences, Univer-
sity of  Ghana (Federal Wide Assurance FWA 00001874, 
IRB 00001276, NMIMR-IRB CPN 014/12-13, IORG 
0000908 ). Written informed consent was obtained from 
all the participants in the study.
Results
A total of  225 parents/ caregivers of  children with NCDs 
were involved, 97 (43.1%) from KBTH, 94 (41.8%) from 
KATH and 34 (15.1%) from VRH. Among parents/care-
givers 169 (75.1%) were females (female: male sex ratio 
of  3:1), age ranged from 18-68 years and median age was 
35 years. As demonstrated in Table 1, most parents/care-
givers were urban residents 184 (81.9%) with some for-
mal education.  Most parents/caregivers were Christians, 
195 (86.5%), most were currently married, 140 (63.1%) 
and belonged to the Akan ethnic group, 125 (55.6%). 
The commonest reported occupation was trading or as 
businessmen/women, 72 (32.0%). Over three quarters 
of  primary caregivers were parents of  these children 169 
(75.1%).  
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Table 1: Socio-demographic characteristics of parent/caregivers (≥ 18 years) of children on admission 
 with NCDs in the three large Hospitals in Ghana. 
 
Characteristics Frequency Percentage 
Place of residence 
Urban 184 81.9 
Peri Urban 20 8.8 
Rural 21 9.3 
Total 225 100.0 
Educational level 
No education 17 7.7 
Primary 27 11.8 
Middle/JSS/JHS 69 30.5 
Sec/SHS/Vocational Technical 42 18.6 
Post-secondary/Polytechnic 30 13.2 
University 41 18.2 
Total 225 100.0 
Religion 





Catholic 20 8.7 
Moslem                                       27                                                                                          12.0 
Traditional/spiritualist 3 1.4 
Total 225 100.0 
Ethnicity 
Akan 125 55.6 
Ewe 40 17.8 
Ga-dangme 21 9.3 
Mole-dagbani 17 7.6 
Other Ghanaian 22 9.8 
Total 225 100.0 
Marital status 
Currently married 140 63.1 
Never Married 57 25.7 
Widowed 12 5.4 
Living together 7 3.2 
Separated 4 1.4 
Divorced 4 1.4 
Total 224 100.0 
Profession 
Trader, Businessman/woman 72 32.0 
Professional/Technical 56 24.7 
Artisan 32 14.2 
Administrative/managerial 13 5.9 
Agricultural animal husbandry/fishing/hunting 12 5.5 
Homemaker 2 0.9 
Other 38 17.0 
Total 225 100.0 
Relationship of caregiver to child with NCD 
Parent 169 75.1 
Self(respondent) 26 11.6 
Other relative 24 10.6 
Other non relative 6 2.6 
Total 225 100.0 
Type of care being provided to child with NCD 
Primary 196 87.1 
Secondary 29 12.9 
Total 225 100.0 
 Table 2 shows the basic characteristics of  the 149 children 
with NCDs on admission during the three week survey pe-
riod. Over half  of  these children were males ,91(61.1%). 
Among all the children, most were less than 5 years of  
age, 61 (40.9%).  The commonest NCD reported in the 
children was sickle cell disease, 39 (26.2%), followed by 
congenital deformity, 26 (17.4%) . Other NCDs reported 
included; asthma, respiratory tract disease, hypertension 
and certain chronic conditions that could not be readily 
characterized (i.e. diagnoses were not confirmed during 
period of  data collection). Considering age characteristics 
of  these children, Sickle cell disease was more common 
in children ≥ 5 years , diabetes in those ≥10 years and 
congenital deformity in those <5 years.
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Views of  parent/ care givers regarding care for 
NCDs in children
Regarding health beliefs, almost half  of  parents/caregiv-
ers agreed it is not normal for children to suffer chronic 
diseases, 99 (44.1%). Majority of  parents/caregivers 169, 
(75.0%) agreed children suffer NCDs because of  sins of  
parents or their ancestors as shown in Table 3. Regard-
ing effect on child and family, most parents/caregivers 
agreed NCDs had negatively affected child's physical 
growth and school attendance and agreed that caring for 
the sick child was a burden. In addition, the care for the 
child had caused them to spend so much money and cre-
ated financial difficulties for the family. Constraints to ac-
cess to care were amply demonstrated in parents/caregiv-
ers agreeing that they have financial difficulties paying for 
child's  medical care and make regular visits to the health 
care facility.
Interestingly, almost all parents/caregivers 219 (97.4%), 
agreed to be using regular medical checks in hospital/
clinic for child's illness, yet 73 (32.6%) of  caregivers 
agreed to have previously used herbs/traditional medi-
cine for the child's illness. Not surprisingly, 29 (12.9%) of  
parents/caregivers believed Herbalists/ Spiritualist have 
insights into care of  NCDs in children.
Table 2: Age and sex characteristics of children on admission and types of NCDs reported 





Under 5 years 
(%) 5-9 years (%) 
10 years and 
above (%) 
Sex 
Male 38 (62.3) 24 (58.5) 29 (61.7) 91(61.1) 
Female 23 (37.7) 17 (41.5) 18 (38.3) 58 (38.9) 
 Total 61 (100) 41 (100) 47 (100) 149 (100) 
Non communicable disease 
Cancer 
4 (7.0) 2 (5.0) 6 (11.5) 12 (8.1) 
Diabetes 
4 (7.0) 4 (10.0) 16 (30.8) 24 (16.1) 
Sickle Cell Disease 
11 (19.3) 16 (40.0) 12 (23.1) 39 (26.2) 
Congenital Deformity 
13(22.8) 4 (10.0) 9 (17.3) 26 (17.4) 
Others 
25 (43.9) 14 (35.0) 9 (17.3) 48 (32.2) 
 Total 
57 (100) 40 (100) 52 (100) 149 (100) 
 
               
      . 
 
i i  
  
l  
   
    
   
  
 
l   .   .   .  .  
l   .   .   .   .  
 l         
 i l  i  
 
 .   .   .   .  
i t  
 .   .   .   .  
i l  ll i  
 .   .   .   .  
it l it  
.   .   .   .  
t  
 .   .   .   .  
 l 
        
 
Table 2: Age and sex characteristics of children on admission and types of NCDs reported 





Under 5 years 
(%) 5-9 years (%) 
10 years and 
above (%) 
Sex 
Male 38 (62.3) 24 (58.5) 29 (61.7) 91(61.1) 
Female 23 (37.7) 17 (41.5) 18 (38.3) 58 (38.9) 
 Total 61 (100) 41 (100) 47 (100) 149 (100) 
Non communicable disease 
Cancer 
4 (7.0) 2 (5.0) 6 (11.5) 12 (8.1) 
Diabetes 
4 (7.0) 4 (10.0) 16 (30.8) 24 (16.1) 
Sickle Cell Disease 
11 (19.3) 16 (40.0) 12 (23.1) 39 (26.2) 
Congenital Deformity 
13(22.8) 4 (10.0) 9 (17.3) 26 (17.4) 
Others 
25 (43.9) 14 (35.0) 9 (17.3) 48 (32.2) 
 Total 
57 (100) 40 (100) 52 (100) 149 (100) 
 
Table 2: Age and sex characteristics of children on admission and types of NCDs reported 





Under 5 years 
(%) 5-9 years (%) 
10 y ars and 
above (%) 
Sex 
Male 38 (62.3) 24 (58.5) 29 (61.7) 91(61.1) 
Female 23 (37.7) 17 (41.5) 18 (38.3) 58 (38.9) 
 Total 61 (100) 41 (100) 47 (100) 149 (100) 
Non communicable disease 
Cancer 
4 (7.0) 2 (5.0) 6 (11.5) 12 (8.1) 
Diabetes 
4 (7.0) 4 (10.0) 16 (30.8) 24 (16.1) 
Sickle Cell Disease 
11 (19.3) 16 (40.0) 12 (23.1) 39 (26.2) 
Congenital Deformity 
13(22.8) 4 (10.0) 9 (17.3) 26 (17.4) 
Others 
25 (43.9) 14 (35.0) 9 (17.3) 48 (32.2) 
 Total 
57 (100) 40 (100) 52 (100) 149 (100) 
 
African Health Sciences Vol 16 Issue 2, June 2016382
As demonstrated in Table 4, constraints to government 
support for health and social policy from parents/care-
givers indicated  91 (40.6%) of  parent/caregivers agreed 
NCDs were diseases of  adults and that the media may 
not be interested in discussing it . In addition , a third of  
parent/caregivers believed threat of  communicable dis-
eases was so serious  they were more likely to be the pri-
ority of  policy makers, while 82 (36.5%) indicated there 
was limited political will for NCDs in children.
Over half  of  caregivers were uncertain whether existing 
Table 3:  Views of Parent/ care givers views on health and social domains regarding inpatient care for NCDs in children in 
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health policies were being implemented and yet almost 
all caregivers 219 (97.5%) agreed Ghana needed a com-
prehensive policy on NCDs. An overwhelming majority 
of  parent/caregivers indicated that improving care for 
NCDs in children should include the need to develop a 
policy for periodic screening for NCDs among children 
at risk as well as include treatment and prevention of  
NCDs in the curricula of  health training institutions. An-
other important view of  caregivers was that cost of  care 
for NCDs in children should be included in the national 
health insurance benefit package.
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Discussion
The demographic characteristics of  caregivers indicated 
burden of  care giving was borne mainly by women, who 
were mostly mothers of  the children. This finding is in 
agreement with a national survey of  caregiving among 
the aged (≥50 years) in Ghana which indicated that the 
burden of  caregiving rest heavily on women22.
In addition, the caregivers were mainly young married 
women involved in trading, who probably have other 
children to care for as they worked to support their fam-
ily. The opportunity cost of  taking caregivers away from 
their trading and work activities to care for the sick child 
in health facilities have implications for the wellbeing of  
other members of  the family23.  The cost of  health care, 
cost of  transportation and daily living cost, as well as the 
opportunity cost to caregivers increases the economic 
and social burden on the household and family20,23.
Although most of  the children identified with NCDs in 
these large hospitals were less than 5 years of  age, others 
were of  school going age. This implies time out of  school 
and time away from other social developmental activities; 
academic progression of  the sick children may be nega-
tively affected.
It was not surprising that sickle cell disease was the most 
common NCD in this hospital -based population.  Sickle 
cell disease has long been identified to afflict children 
in Ghana and has severe educational and developmen-
tal challenges as well as economic and social challenges 
for the family20,24. The analysis showed most caregivers 
believed NCDs had negatively affected child's physical 
growth and school attendance and had caused caregivers/ 
parents to spend so much money.  This finding conforms 
to earlier research on the social and economic burden of  
NCDs on families in Ghana20,24.
Table 4 : Parents/ caregivers views on government support, health and social policy concerns on NCDs in children in Ghana 
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Diabetes, especially, type 2 diabetes in the young, is also 
an increasing problem with potentially serious outcomes 
25.The increasing prevalence of  pediatric type 2 diabetes 
coincides with increasing obesity in children26. This needs 
to be urgently addressed, given the potential threat of  a 
rapid increase in childhood type 2 diabetes27.
Although in this health facility-based survey elevated BP 
was not identified as a common NCD among the children, 
elevated blood pressure has been found among Ghana-
ian children28. It has been shown that not only is high 
BP detectable in children and adolescents, it is increas-
ing in prevalence with potentially severe consequences 
26,29,30. Without intervention, high BP in childhood will 
eventually increase the risk of  premature cardiovascular 
(CV) disease. Prevention and management of  obesity, 
hypertension, diabetes and other NCDs, are critical for 
ensuring the health of  children and young people.  Thus, 
lifestyle modifications, better nutritional choices, and in-
creased physical activity, are obvious first-line approaches 
to the management of  such risk factors31,32.
To improve these first-line approaches to management of  
risk factors of  NCDs in children, financial accessibility to 
health care is an important public policy option. There is 
an increasing burden of  NCDs in developing countries, 
among the lower socio-economic population groups and 
the less-educated5,6. Unfortunately communicable diseas-
es are still prevalent in these population groups and gov-
ernments in developing and low middle income countries 
are faced with the challenge of  continuing to spend lim-
ited resources on common endemic conditions (such as 
malaria, respiratory tract infections and diarrhoeal disease 
among children).
National efforts are actively needed to improve the care 
of  children with NCDs. Interestingly, majority of  the chil-
dren with NCDs in this survey had been insured under 
the national health insurance scheme (NHIS), and almost 
all parents/caregivers were of  the view that NCDs in 
children should be included in the NHIS benefit package. 
It is important that the NHIS in Ghana includes care and 
treatment of  NCDs, especially childhood cancers under 
the scheme; a definite national health and social policy in 
this direction is critical.
Apart from the financial burden limiting access to care 
by children with NCDs, certain social and cultural factors 
such as knowledge, beliefs and attitudes of  parents/care-
givers influence health seeking behaviours and medical 
management of  the children33-35. Our assessment showed 
that, parents/caregivers believed NCDs were diseases of  
adults and it was not normal for children to suffer chron-
ic diseases. If  they did, it was because of  sins of  parents 
or their ancestors.
NCDs are perceived as afflictions by supernatural powers 
in traditional Ghanaian societies and by the traditional and 
faith-healing health systems33-35. For these reasons some 
cases of  NCDs may not be taken to health facilities or 
may be taken there at advanced stages; children are thus 
victims of  health-seeking behaviours of  parents/ caregiv-
ers. This view was confirmed in this analysis, a third of  
caregivers had previously used herbs or traditional med-
icine for managing the child's illness. A national health 
education and promotion initiative for early risk detection 
and management of  NCDs is essential if  the health of  
Ghanaian children with NCDs are to improve.
Governmental support, social and health policies and pre-
ventive programmes on NCDs will be critical to comple-
ment the efforts by caregivers. Caregivers were   however, 
uncertain as to how existing health policies were being 
implemented and believed   Ghana needed a comprehen-
sive policy on NCDs  as well as inclusion of  treatment 
and prevention of  NCDs among children in the curricula 
of  health training institutions.
Limitations
Some questions asked were sensitive issues regarding 
traditional medicine or religious beliefs, and information 
bias was most likely, considering that the survey was con-
ducted within the hospital setting. The sample used for 
this study were only those who had accessed health care, 
and this would question the validity of  the population 
level inferences from this study findings. In low middle 
income settings, wealthier and more educated individuals 
tend to have relatively better access to health care as well 
as greater knowledge about disease conditions, compared 
with those in lower socioeconomic status (SES) groups 
36,37. It is likely there are many children with NCDs whose 
parents/ caregivers may not be aware of  their disease 
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conditions, or may not be able to access healthcare be-
cause of  unaffordability.  In addition, those who have 
been accessing care may be severely chronic ill children 
and this may affect the responses of  the caregivers.
Conclusion and recommendations
NCDs in children are real and do exist in health facilities 
in Ghana. Caregivers/ parents face enormous social, eco-
nomic and financial challenges in caring for the children. 
The absence of  a comprehensive national NCD policy 
for children is a major challenge.
Early risk detection and management of  NCDs in chil-
dren should be a national goal. Strengthening the health 
systems should be the primary focus, yet a nationwide 
chronic care initiative will need to build robust partner-
ships with community-based institutions for health pre-
vention and promotion. These initiatives could range 
from schools as sites of  health promotion, to the com-
munity and local government, to vigorous engagement 
with local media; women’s groups, and faith-based groups 
38.
A national strategic intervention on the importance of  
awareness generation on the causes, risk factors, preven-
tion and treatment of  NCDs for families and commu-
nities is essential. It is clear that most NCD and their 
biological risk factors are modifiable, so awareness gen-
eration for promoting the consumption of  healthy food 
and discouraging unhealthy foods, better physical activity 
and improved living conditions can prevent the NCDs. 
A comprehensive health and social policy on NCDs in 
children should be national policy target. Pre-service and 
in-service training for health workers on NCDs among 
children is important to garner early risk detection and 
management.
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